A 74-year-old man with a history of intermittent claudication, cigarette-smoking, hypertension, and a successful recent right nephro-ureterectomy for a right ureter transitional cell carcinoma, presented with abnormal renal function and hypertension (plasma creatinine 228 pmol/l and blood pressure 200/100 mmHg on quinapril 20 mg). Fundoscopy showed grade II hypertensive changes. There was no abdominal bruit. There was no blood and only a trace of protein on urine reagent strip testing; phase-contrast urinary sediment microscopy was normal; 24-h protein excretion was 0.2 g (normal < 0.2 g/24 h), and creatinine clearance was 36 ml/min. Prior to the right nephrectomy, renal function had been abnormal (plasma creatinine 184 jimol/l).
Ultrasound of his abdomen showed a nonobstructed 9.3 cm left kidney with increased echogenicity and reduced cortical thickness. Isotope renography while on an angiotensin-converting enzyme (ACE) inhibitor showed no activity on the right (nephrectomy) and definite but sluggish excretion by the left kidney. Frusemide 40 mg/day was added, which reduced blood pressure a little (175/90 mmHg), but caused plasma creatinine to rise from 241 to 312 imol/l.
Quinapril was continued at 20 mg daily and lacidipine 4 The course of blood pressure and renal function is given in figure 1 . Figure 2 shows the results of ambulatory blood pressure monitoring before and after the renal bypass. Approximately four litres of yellow fluid were removed by pleural drainage and multiple pleural biopsies were obtained. At laparotomy, a large mass was discovered in the right ovary (figure 2). The uterus contained multiple fibromyomata but no peritoneal nodules were present and there was no ascites. 
